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A frequent source of functional failures in plastic operations lies 
in the too tight closure of the vulvar outlet. The anatomical result 
may be perfect, but if the denudation has been made too wide in the 
posterior wall, or too broad in the anterior wall, or both, coition and 
urination may be interferred with to a considerable extent. The 
reverse is also true, for even if the patient is functionally relieved or 
even cured of her symptoms, the result is a failure if the vulva gapes 
and the sulci still show the effects of the original laceration. 

The common experience of finding only the skin of the perineum 
sutured and the muscles and fascia ununited has been touched upon. 
In no case of this kind can the functional result be worthy of con¬ 
sideration, since the anatomical lesion remains uncorrected. 

In operations upon the cervix a not common, but still not rare, 
sequel is the finding of the cervical canal closed, with the develop¬ 
ment of a hematometra. I have seen this but twice; but it is, of 
course, due to imperfect technical procedure, and is an almost un¬ 
pardonable blunder. 

Turning now for a moment to the after-care of plastic cases, two 
points only will be mentioned. One is the blundering error of per¬ 
mitting a full-sized rectal tube to be passed in cases of complete 
laceration of the perineum. Unless a tube of small calibre is passed 
along the posterior rectal wall, infection with giving way of sutures 
is almost certain to occur, vitiating the entire operation. A suitable 
length of time, for the same reason, must be allowed to elapse before 
the bowels are permitted to be moved. These statements are so 
obvious that I would not mention them were it not that experience 
and observation have taught me that too often operations fail because 
of the omission of just such details. The second point is that 
catheterization must be rigidly aseptic; for a woman is not cured 
who leaves our hands with a chronic cystitis. This again is a sub¬ 
ject for scrupulous teaching to nurses. 

I am perfectly aware that I have omitted much that could be said 
about the causes of failure of plastic operations. I have tried to 
touch upon some of the essential sins of omission and commission. 
By no branch of their practice are gynecologists more closely judged 
than by their plastic work, and a thorough discussion of this subject 
cannot fail to bring out opinions which will be of general benefit. 


CHRONIC EXTERNAL OPHTHALMOPLEGIA. 

By Wm. Campbell Posey, M.D., 

SURGEON TO THE WILLS EYE HOSPITAL, AND PROFESSOR OF OPHTHALMOLOGY IN THE PHILA¬ 
DELPHIA POLYCLINIC AND COLLEGE FOR GRADUATES IN MEDICINE. 


The patient presenting a rather unusual form of disease, chronic 
external ophthalmoplegia, a girl sixteen years of age, who came to 
my service at the Wills Eye Hospital, said that she had always 
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been well and strong, having been raised on a farm and having 
spent most of her time in the open air. Her mother died twelve 
years ago, of unknown cause, but her father is still alive and well. 
She never had brothers or sisters. The patient’s grandmother had 
a goitre, but there were but few others with goitre in the region 
from which the patient came. 

Examination showed the girl to be unusually large and strong for 
her age. The head was especially large and the features heavy, but 
there was no enlargement of the hands or feet. The thyroid was 
of normal size. Ptosis, and to a marked degree, existed upon both 
sides, the palpebral fissure on the right side being reduced to 5 mm., 
that of the left to 3 mm. in breadth (Pig. 1). Both eyes were fixed, 
the right eye looking straight ahead, with the left slightly divergent 
(Fig. 2), and all motion was abolished, except when the patient was 
requested to look down, when both eyes could be moved in that 
direction about 2 mm. Upon forceful efforts to raise the lids the 
palpebral fissures on both sides were made 2 mm. wider. The 
pupils were 3 mm. in size and were active to light and accommoda¬ 
tion stimuli. In the right eye vision equalled f and type 0.50 D. 
was read from 10 to 20 mm.; in the left vision equalled f, and type 
0.50 I). was read from 10 to 20 mm. 

Dr. Weisenberg kindly tested the muscles of the eyes and face for 
reactions of degeneration, but with negative results. 

Chronic external ophthalmoplegia is a rare disease; it develops 
generally in infancy or early childhood, seldom later in life, without 
symptoms indicating involvement of other parts of the nervous 
system, and slowly progresses until all or nearly all of the extra¬ 
ocular muscles, including the levator, are palsied. The course is 
entirely chronic, and thirty years or more may elapse before the eye¬ 
balls are fixed and immobile. Both eyes are affected, though rarely 
simultaneously, symmetrical involvement of the muscles of both 
eyes being seldom observed. Diplopia is not often complained of, 
by reason of the slow development of the disease, and because of 
its appearance in early childhood, before binocular vision has been 
properly established. In many cases, however, double images can 
be evoked by suitable tests. Although the progress of the disease is 
subject to fluctuations, and there may be long periods during which 
the process seems to be at a standstill, after the maximum degree has 
been attained and the eyes are fixed, they remain so permanently. 
The pupils and the ciliary muscles escape in nearly all cases. Vision 
also is unaffected and the ophthalmoscope shows no fundus changes. 
The health is good and signs of involvement of other parts of the 
nervous system are absent. Only in exceptional cases is there a 
complaint of headache and marked drowsiness. 

Although, as just stated, most of these cases arise in infancy, 
Wilbrand and Saenger do not think that the term ‘‘ infantile nuclear 
atrophy,” which was applied to them by Mobius is proper, as they 



270 POSEY: CHRONIC EXTERNAL OPHTHALMOPLEGIA 

assert that quite analogous cases, clinically, have been observed 
between the ages of fifteen and sixty years. Thus, of 32 cases col¬ 
lected by these authors, 6 developed in earliest childhood, 7 between 



Fig. 1.—Chronic external ophthalmoplegia, showing pronounced ptosis, with fixation of 
both eyes in the primary position. 



Fig. 2.—External ophthalmoplegia, showing fixation of both eyes—the left slightly 

divergent. 

two and six years of age, 5 between seven and twenty, 6 between 
twenty-one and thirty, 3 between thirty and fifty-three, while no 
record was made of the developmental period in 5 cases. 
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At its commencement the disease may assume a subacute char¬ 
acter, gradually merging into a chronic progressive stage; usually, 
however, it is chronic from the beginning. Individual muscles are 
at first affected in some cases, this being particularly true of the 
levator, so that a unilateral or bilateral ptosis may be for some time 
the only ocular sign. Ptosis, however, is present in all cases, vary¬ 
ing from a moderate drooping of the lid to complete closure. The 
degree of the ptosis also changes at different times, being increased 
usually by physical and psychic causes. 

The diagnosis of the affection is not difficult, and, as suggested 
by Wilbrand and Saenger, it can usually be differentiated from other 
forms of ocular palsy by three points: (1) The binocular character 
of the extraocular muscle palsies, including the levator; (2) the 
absolute non-involvement of other parts of the nervous system, and 
(3) the frequency with which the disease begins in childhood. 

It is often not easy, however, to differentiate the affection from 
congenital palsies, though in these cases the palsies are frequently 
unilateral, while in ophthalmoplegia externa they are always bilateral; 
congenital palsies are stationary, while those under discussion are 
progressive; and finally in congenital palsies there are frequently 
secondary deviations. 

Nothing is known of the pathogenesis, as no uncomplicated case 
has come to section. A slow necrosis of the nervous elements, 
evidencing itself in an atrophic condition of the ganglion cells in the 
nuclei, with secondary atrophy of their nerve fibers, is the usual 
explanation of the condition. Although in many cases the nuclear 
degeneration which occasions the ocular palsies does not progress 
further, it is not unusual for the ophthalmoplegia to form part of a 
more general process and to be but the ocular manifestation of tabes 
or other diseases of the cerebrospinal system. 


THE SECOND ANATOMICAL PROOF OF THE VALUE OF THE 
PARADOXICAL REFLEX. 

By Alfred Gordon, M.D., 

ASSOCIATE IN NERVOUS AND MENTAL DISEASES, JEFFERSON MEDICAL COLLEGE, PHILADELPHIA; 
EXAMINER OF THE INSANE AT THE PHILADELPHIA GENERAL HOSPITAL. 

At the February, 1906, meeting of the Philadelphia Neurological 
Society Dr. F. X. Dercum presented a communication on the occur¬ 
rence of the paradoxical reflex in a case of localized hemorrhagic 
pachymeningitis. 1 He observed the presence of the reflex on the side 
opposite to the lesion before the operation and its disappearance after 
the clot was removed; then, again, its reappearance when a hemor- 


1 Jour. Nerv. and Ment. Dis., September, 1906. 



